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Summary Implementing vaccines against severe
acute respiratory syndrome coronavirus 2 (SARS-
CoV-2) is a major asset in slowing down the coron-
avirus disease 2019 (COVID-19) pandemic. For mRNA
vaccines, the main severe adverse events reported in
pharmacovigilance systems and post-authorization
studies were anaphylaxis and myocarditis. Pancreati-
tis after Pfizer/BioNTech COVID-19 vaccination has
been reported only in 10 patients.
We report a 31-year-old female with a history of bor-
derline personality disorder, intravenous drug abuse,
allergic asthma, eating disorder, psoriatic arthritis
treated with tofacitinib, neurogenic bladder distur-
bance, cholecystectomy, recurrent thoracic herpes
zoster, vaginal candida infections and urinary tract
infections, who developed pancreatitis associated
with thrombotic microangiopathy and hemolytic-

Univ. Prof. Dr. C. Stöllberger, M.D. (�) · J. Finsterer, M.D.
Ph.D. · P. Bugingo
Office Wehlistrasse, Wehlistr. 131–143/20A/3, 1020 Wien,
Austria
claudia.stoellberger@chello.at

J. Finsterer, M.D. Ph.D.
fifigs1@yahoo.de

P. Bugingo
patrickbugingo3@gmail.com

K. Kastrati, M.D. · C. Dejaco, M.D. · M. Scharitzer, M.D.
Medizinische Universität Wien, Währinger Gürtel 18–20,
1090 Wien, Austria

K. Kastrati, M.D.
kastriot.kastrati@meduniwien.ac.at

C. Dejaco, M.D.
clemens.dejaco@meduniwien.ac.at

M. Scharitzer, M.D.
martina.scharitzer@meduniwien.ac.at

uremic syndrome 10 days after the second vaccina-
tion, whereas the first has been well tolerated. She
was treated by plasma exchange, and eventually by
transgastric drainage with implantation of a plastic
stent to remove fluid abdominal retentions. She was
discharged after 19 days. Since then her condition
has improved continuously. Computed tomography
after 12 months did not reveal retentions anymore.
As other causes of pancreatitis have been excluded,
this case of acute pancreatitis, microangiopathic
hemolytic anemia and thrombocytopenia, tempo-
rally associated with the Pfizer-BioNTech COVID-19
vaccine, suggests a causal link.
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Introduction

Different types of vaccines against coronavirus dis-
ease 2019 (COVID-19) have been developed: mRNA
vaccines, viral vector, inactivated, and protein-based
vaccines. For mRNA vaccines, severe adverse events
reported in pharmacovigilance systems and postau-
thorization studies were anaphylaxis and myocarditis
[1]. Pancreatitis after Pfizer/BioNTech COVID-19 vac-
cination has been reported in only 10 patients [2–11].
Thrombotic microangiopathy and hemolytic-uremic
syndrome after Pfizer/BioNTech COVID-19 vaccina-
tion has been reported in two cases [12, 13]. For all
these reports, it is not possible to decide unequiv-
ocally whether there is a causal connection or just
a random confluence of the events.

The coincidence of pancreatitis with thrombotic
microangiopathy and hemolytic-uremic syndrome,
has not yet been reported following the Pfizer/
BioNTech COVID-19 vaccination. The present case
was reported to the Austrian Pharmacovigilance Cen-
ter, and the patient consented to publication.

Case report

A 31-year-old female negative for human immunode-
ficiency virus (HIV) was admitted to a municipal hos-
pital because of sudden onset of abdominal pain and
nausea starting 2 days after the second Pfizer-BioN-
Tech COVID-19 mRNA vaccination. She had a history
of borderline personality disorder, intravenous drug
abuse and allergic asthma since childhood, eating dis-
order with anorexia and binge eating since the age
of 12 years. At age of 18 years she started to suf-
fer from psoriatic arthritis with only minimal cuta-
neous manifestations, and repeated synovectomy on
both knees were carried out. Additionally, she suf-
fered from urinary incontinence due to neurogenic
bladder disturbance since the age of 22 years, and she
received a vesical pacemaker at age of 25 years. At the
age of 29 years she underwent cholecystectomy be-
cause of cholecystolithiasis. Additionally, she suffered
from recurrent thoracic herpes zoster, vaginal candida
infections and urinary tract infections. She was on
a chronic medication with levomethadone 45mg/day,
tizanidine 4mg/day, zolpidem 10mg/day, mirtazap-
ine 40mg/day and tofacitinib 5mg/day. The pharma-
cotherapy had remained unchanged for 9 months and
was not interrupted or modified because of the vacci-
nations. The patient denied any alcohol intake, which
her family confirmed. The family history did not dis-
close any cases of pancreatitis.

Blood tests showed leukocytosis (12.6G/L, normal
range 4.0.–10.0G/L), elevated alpha-amylase (418U/L,
normal range 28–100U/L) and lipase (1162U/L, nor-
mal range 13–60U/L), thus indicating pancreatitis.
Abdominal ultrasound revealed slight splenomegaly
and a nondilated common bile duct. Because of psy-
chiatric problems, she left the hospital after 2 days

Fig. 1 Axial contrast-enhanced abdominal computed to-
mography (CT) on the day of admission (a) shows a necrotizing
pancreatitis with enlarged edematous pancreas (arrowheads)
and nonenhancing areas in the cauda pancreatis, indicating
parenchymal necrosis (asterisk). Coronal contrast-enhanced
CT image after 10 days shows a large acute necrotic collection
(arrow) in the lesser sac (arrowhead: stomach) (b). Postproce-
dural coronal contrast-enhanced CT image shows successful
decompression (arrow) of the collection after transgastric
drainage (c)

against medical advice but 4 days later she was read-
mitted to another hospital due to vomiting, severe
abdominal pain and deterioration of her general con-
dition. On clinical examination the entire abdomen
was tender. A periumbilical hematoma and multiple
bruises on the lower limbs were noted. Based on labo-
ratory results (alpha-amylase 268U/L, lipase 393U/L,
thrombocytopenia 34G/L, normal range 150–370G/L,
elevated C-reactive protein, CRP 26.15mg/dl, normal
range <0.5mg/dl) and computed tomography (CT) of
the abdomen, necrotizing pancreatitis with fluid re-
tention was diagnosed (Fig. 1). The CT showed neither
dilatation of the biliary duct nor choledocholithiasis.

The immunosuppressive therapy with tofacitinib
for psoriatic arthritis was terminated and an empiri-
cal antibiotic treatment with cefotaxime was initiated.
In view of the severe anemia (erythrocytes 2.5T/L,
normal range 3.8–5.2T/L) she received 4 units of
packed red blood cells. Laboratory tests revealed
30� red blood cell schistocytes, elevated serum
creatinine (1.37mg/dl, normal range 0.5–0.9mg/dl)
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and lactate dehydrogenase (599IU/L, normal range
<250IU/L), thus suggesting thrombotic microan-
giopathy. Blood was obtained for measurement of
CH50 antibodies, Coombs test, a disintegrin and met-
alloproteinase with a thrombospondin type 1 motif
member 13 (ADAMTS-13) activity, C3/C4, quanti-
tative immunoglobulins, bacterial and fungal PCR,
haptoglobin and hemopexin. Then, plasma exchange
with 4000ml fresh frozen plasma was started and
repeated on the following day. As ADAMTS-13 ac-
tivity was 70% (normal range 40–130%) and no
signs of bacterial or viral infection were detected,
thrombotic thrombocytopenic purpura (TTP) was
excluded, and an atypical hemolytic-uremic syn-
drome was diagnosed. Microangiopathic hemolytic
anemia was considered as a differential diagno-
sis. The CH50 level was 53.8U/mL (normal range
31.6–57.6U/mL), C3/C4 94.6/23.5mg/dL (normal
range 60–180mg/dL/10–40mg/dL), IgG 792.0mg/dL
(normal range 700–1600mg/dL), IgA 98.7mg/dl (nor-
mal range 70–400mg/dL), IgM 81.6mg/dL (normal
range 40–230mg/dL), haptoglobin 151.0mg/dL (nor-
mal range 30–200mg/dL) and hemopexin 36.1mg/dL
(normal range 50–115mg/dL). Bacterial and fun-
gal PCR, as well as Coombs test, were negative.
As folic acid levels were 1.7nmol/L (normal range
9.53–44.9nmol/L), folic acid was substituted intra-
venously.

Over the next days, the patient’s condition im-
proved steadily. As the CT scan of the abdomen
performed after 10 days still showed fluid retentions
between the greater gastric curvature and the spleen,
a transgastric drainage with implantation of a plastic
stent was carried out (Fig. 1). The patient was dis-
charged after 19 days. Since then, her condition has
improved continuously. A CT scan 12 months after
onset did not reveal retentions anymore; however, af-
ter cessation of tofacitinib, an aggravation of psoriatic
arthritis was noted. Restarting treatment with a con-
ventional and subsequently, if needed, escalation with
a biological disease-modifying antirheumatic drug is
considered.

Discussion

Pancreatitis may have various causes. Gallstones and
alcohol abuse, the most frequent causes of acute pan-
creatitis, have been excluded in the presented patient
based on history, clinical and radiological findings
[14]. Further causes for pancreatitis, such as a history
of endoscopic retrograde cholangiopancreatography,
hypercalcemia, hypertriglyceridemia, infections, ge-
netics, autoimmune diseases, and trauma were not
present in the patient. In addition, many drugs are
reported to induce pancreatic damage [15]; how-
ever, pancreatitis associated with intake of tizanidine.
zolpidem and mirtazapine occurred either shortly
after initiation of the drugs [16] or with concomi-
tant precipitating disorders, such as alcohol abuse

or hypertriglyceridemia [17, 18]. In the presented
patient, drug-induced pancreatitis is rather unlikely
as the chronic medication was unchanged during
the 6 months prior to admission and neither hyper-
triglyceridemia nor alcohol abuse was present. Most
probably, pancreatitis and subsequent thrombotic mi-
croangiopathy were related to the COVID-19 vaccine,
and possibly, the comedication and comorbidities
may have made her more susceptible or may have
aggravated the disease [19].

Acute pancreatitis attributed to COVID-19 infection
has been described [20]. As SARS-CoV-2 (the causative
agent of COVID-19) receptors are expressed in the
pancreas and endothelial damage can occur, this as-
sociation is plausible; however, this hypothesis has
many biases and needs further investigation [21].

Vaccine-induced pancreatitis has been described as
an uncommon adverse reaction after viral vaccines,
such as measles, mumps, rubella, hepatitis A, hepati-
tis B, and human papillomavirus [3]. The mechanism
responsible for vaccine-induced pancreatitis remains
unclear. Still, molecular mimicry is the most proba-
ble hypothesis proposed, in which structural similar-
ities between the virus and self-antigens can result
in an autoimmune reaction against pancreatic aci-
nar cells. Other hypotheses discussed include poly-
clonal activation of lymphocytes, bystander activa-
tion of self-reactive lymphocytes, somatic mutations
of immunoglobulin variable genes, vaccine-induced
vasculitis, and vaccine-triggered release of histamine
and leukotrienes [3].

Worldwide, several mRNA vaccines, viral vector
vaccines, inactivated vaccines and protein-based
vaccines are used against COVID-19 [1]; however,
pancreatitis after COVID-19 vaccination has only
been reported in the literature in relation to Pfizer/
BioNTech vaccine. We do not have an explanation for
this finding.

Pancreatitis after COVID-19 vaccination has been
reported from 6 female and 4 male patients with an
age range from 14 to 96 years [2–11]. In 6 reported
cases, pancreatitis occurred after the first vaccination
[2, 4, 6–9], in 3 patients after the second vaccination
[3, 5, 11] and in 1 patient after the third vaccination
[10]. The interval between vaccination and onset of
symptoms ranged from few hours [10] to 2 months
[11]. Three patients were without comorbidities [2,
6, 11], and one was pregnant in the 31st gestational
week [9]. The remaining patients suffered from obe-
sity [3], hypertension and stroke [4], asthma with
a history of alcohol-precipitated pancreatitis 10 years
previously [5], heart failure and hypothyroidism [7],
allergic rhinitis [8] coronary artery disease, prostate
cancer, hypothyroidism and gastroesophageal reflux
disease [10]. Of the 10 patients 9 had a relatively be-
nign clinical course and were treated with intravenous
fluids and symptomatic therapy [3, 4, 6–11]. Necro-
tizing pancreatitis necessitating drainage or surgery,
was only reported from one patient after the second
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vaccination, whereas the first vaccination was well
tolerated as in our patient [5]. This is in accordance
with findings from a cohort study which found that
adverse events, except local pain, were more com-
mon after the second Pfizer/BioNTech vaccine dose
compared with the first vaccine dose [22].

From 2 of the reported 10 cases, an association of
pancreatitis with further immunological reactions was
reported [2, 11]. A previously healthy female started
to suffer from abdominal symptoms simultaneously
with vasculitic rashes on the extremities 7 days after
the first Pfizer/BioNTech vaccine dose [2]. Laboratory
tests revealed leukopenia, hemolytic anemia, throm-
bocytopenia, positive immunological tests including
ANA and anti-dsDNA [2]. Systemic lupus erythemato-
sus was diagnosed, and she was treated with glu-
cocorticoids, azathioprine and hydroxychloroquine.
According to the authors’ hypothesis, the pathogen-
esis suggests an autoimmune response rather than
a pre-existing systemic lupus erythematosus flare-
up [2]. A further previously healthy male patient
started to suffer from fever, erythematous rash and
abdominal pain 2 months after the second Pfizer/
BioNTech vaccine dose [11]. A diagnosis of drug rash
with eosinophilia and systemic symptoms (DRESS)
syndrome, a delayed T cell-mediated reaction includ-
ing drug allergy and viral reactivation, was established
and he was treated with glucocorticoids and ceftriax-
one [11]. Pathogenetic hypotheses, provided by the
authors, comprised a contribution of the m-RNA viral
antigens in the vaccine to the disease’s induction, or
a reaction to the adjuvants in the Pfizer-BioNTech
vaccine, such as lipid nanoparticles of polyethylene
glycol, which can activate drug-specific T cells [11].

Thrombotic microangiopathy, which occurred in
our patient, is an event-triggered disorder due to the
overactivation of the alternative complement path-
way. Thrombotic microangiopathy has been reported
after Pfizer/BioNTech [12, 13], ChAdOx1 nCoV-19 [23],
and mRNA-1273 COVID-19 vaccination [24]. Throm-
botic microangiopathy preceded by acute pancreatitis
has been rarely described, but not after vaccinations
[25]. Although the exact relationship between these
two conditions is unclear, it is thought that cytokines,
such as interleukin-1 and tumor necrosis factor-alpha
are released during acute pancreatitis, which cause
vascular endothelial damage [25]. Of interest, throm-
botic microangiopathy preceded by acute pancreati-
tis has been reported in a kidney transplant recipient
with COVID-19 infection [26].

At present, it is unclear whether the comedication
has contributed to pancreatitis, microangiopathic
hemolytic anemia and thrombocytopenia. Adverse
events of COVID-19 vaccine associated with simulta-
neous intake of levomethadone, tizanidine, zolpidem
or mirtazapine have not been reported. Additionally,
because of psoriatic arthritis the patient received the
Janus kinase (JAK) inhibitor tofacitinib, which was not
interrupted during both COVID-19 vaccinations. Only

later, in August 2021, was the recommendation pub-
lished to withhold JAK inhibitors for 1 week after each
vaccine dose, based on concerns related to the effects
of this medication class on interferon signalling that
may result in diminished vaccine response [27].

This case of acute pancreatitis, microangiopathic
hemolytic anemia and thrombocytopenia was tem-
porally associated with the Pfizer-BioNTech COVID-
19 vaccine suggesting a causal link.
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Lesiak M, Korzeniowska K. Pancreatic injury after COVID-
19vaccine—Acasereport. Vaccines. 2021;9(6):576. https://
doi.org/10.3390/vaccines9060576.

7. ParkashO, SharkoA, Farooqi A, YingGW, Sura P. Acute Pan-
creatitis: apossiblesideeffectofCOVID-19vaccine.Cureus.
2021;13(4):e14741. https://doi.org/10.7759/cureus.14741.

8. Kantar A, Seminara M, Odoni M, Dalla Verde I. Acute
mild Pancreatitis followingCOVID-19mRNA vaccine in an
adolescent. Children. 2021;9(1):29. https://doi.org/10.
3390/children9010029.

9. Dey RK, Ilango H, Bhatta S, et al. Acute pancreatitis in
pregnancy following COVID-19 vaccine: a case report.
J Med Case Rep. 2022;16(1):354. https://doi.org/10.1186/
s13256-022-03607-0.

10. CacdacR, JamaliA, JamaliR,NemoviK,VosoughiK,Bayrak-
tutar Z. Acutepancreatitis as anadverseeffect ofCOVID-19
vaccination. Sage OpenMed Case Rep. 2022; https://doi.
org/10.1177/2050313X221131169.

11. Gamonal SBL,MarquesNCV, PereiraHMB, Gamonal ACC.
Drug reaction with eosinophilia and systemic symptoms
syndrome (DRESS) associated with pancreatitis and hep-
atitis followingPfizer-BioNTechmRNACOVID-19vaccina-

Necrotizing pancreatitis, microangiopathic hemolytic anemia and thrombocytopenia following the second. . . K

https://doi.org/10.1016/j.cmi.2021.10.005
https://doi.org/10.1016/j.cmi.2021.10.005
https://doi.org/10.1007/s10067-022-06097-z
https://doi.org/10.1007/s10067-022-06097-z
https://doi.org/10.1177/00099228211067678
https://doi.org/10.1177/00099228211067678
https://doi.org/10.1097/MD.0000000000028471
https://doi.org/10.1097/MD.0000000000028471
https://doi.org/10.1111/bcp.15039
https://doi.org/10.3390/vaccines9060576
https://doi.org/10.3390/vaccines9060576
https://doi.org/10.7759/cureus.14741
https://doi.org/10.3390/children9010029
https://doi.org/10.3390/children9010029
https://doi.org/10.1186/s13256-022-03607-0
https://doi.org/10.1186/s13256-022-03607-0
https://doi.org/10.1177/2050313X221131169
https://doi.org/10.1177/2050313X221131169


short report

tion. J Eur AcadDermatol Venereol. 2022; https://doi.org/
10.1111/jdv.18777.

12. Bouwmeester RN, Bormans EMG, Duineveld C, et al.
COVID-19 vaccination andAtypical hemolytic uremic syn-
drome. Front Immunol. 2022;13:1056153. https://doi.org/
10.3389/fimmu.2022.1056153.

13. Rysava R, Peiskerova M, Tesar V, et al. Atypical
hemolytic uremic syndrome triggered by mRNA vacci-
nation against SARS-CoV-2: case report. Front Immunol.
2022;13:1001366. https://doi.org/10.3389/fimmu.2022.
1001366.

14. Boxhoorn L, Voermans RP, Bouwense SA, et al. Acute
pancreatitis. Lancet. 2020;396(10252):726–34. https://doi.
org/10.1016/S0140-6736(20)31310-6. Erratum in: Lancet.
2021;398(10312):1686..

15. Barakat MT, Abu-El-Haija M, Husain SZ. Clinical insights
into drug-associated pancreatic injury. Curr Opin Gas-
troenterol. 2022;38(5):482–6. https://doi.org/10.1097/
MOG.0000000000000865.

16. Lai SW, Lin CL, Liao KF. Increased relative risk of acute
pancreatitis in zolpidem users. Psychopharmacology.
2015;232(12):2043–8. https://doi.org/10.1007/s00213-
014-3833-6.

17. HussainAB.Mirtazapineassociatedwithrecurrentpancre-
atitis—acasereport. JPsychopharmacol. 2008;22(3):336–7.
https://doi.org/10.1177/0269881107081517.

18. BaoYK,GanesanVC, JiangW,etal.Musclerelaxant induced
pancreatitis leading to hyperosmolar hyperglycemic state.
Oxf Med Case Reports. 2019; https://doi.org/10.1093/
omcr/omz012.

19. Wieske L, Kummer LYL, vanDamKPJ, et al. Risk factors as-
sociated with short-term adverse events after SARS-CoV-2
vaccination inpatientswith immune-mediated inflamma-
tory diseases. BMCMed. 2022;20(1):100. https://doi.org/
10.1186/s12916-022-02310-7.

20. Onoyama T, Koda H, Hamamoto W, et al. Review on acute
pancreatitis attributed to COVID-19 infection. World J
Gastroenterol. 2022;28(19):2034–56. https://doi.org/10.
3748/wjg.v28.i19.2034.

21. de-Madaria E, Capurso G. COVID-19 and acute pancre-
atitis: examining the causality. Nat Rev Gastroenterol
Hepatol. 2021;18(1):3–4. https://doi.org/10.1038/s41575-
020-00389-y.

22. Braun E, Horowitz NA, Leiba R, et al. Association between
IgGantibodylevelsandadverseeventsafterfirstandsecond
BNT162b2 mRNA vaccine doses. Clin Microbiol Infect.
2022;https://doi.org/10.1016/j.cmi.2022.07.002.

23. Ferrer F, Roldão M, Figueiredo C, Lopes K. Atypical
hemolyticuremicsyndromeafterChAdOx1nCoV-19vacci-
nation in a patient with homozygous CFHR3/CFHR1 gene
deletion. Nephron. 2022;146(2):185–9. https://doi.org/10.
1159/000519461.

24. Claes KJ, Geerts I, Lemahieu W, et al. Atypical hemolytic
uremic syndrome occurring after receipt of mRNA-1273
COVID-19 vaccinebooster: a case report. Am JKidneyDis.
2022;https://doi.org/10.1053/j.ajkd.2022.07.012.

25. HillKM,MoormanD,Mack J,GonsalvesC,KhalifeR.Acase
ofacutepancreatitis-inducedmicroangiopathichemolytic
anemia with thrombocytopenia. J Thromb Thrombolysis.
2020;49(1):159–63. https://doi.org/10.1007/s11239-019-
01946-2.

26. Jespersen Nizamic T, Huang Y, Alnimri M, Cheng M,
Chen LX, Jen KY. COVID-19 manifesting as renal al-
lograft dysfunction, acute Pancreatitis, and throm-
botic microangiopathy: a case report. Transplant
Proc. 2021;53(4):1211–4. https://doi.org/10.1016/j.
transproceed.2020.10.048.

27. Curtis JR, JohnsonSR,AnthonyDD,etal. AmericanCollege
of Rheumatology guidance for COVID-19 vaccination in
patients with rheumatic and musculoskeletal diseases:
version 3. Arthritis Rheumatol. 2021;73(10):e60–e75.
https://doi.org/10.1002/art.41928.

Publisher’sNote SpringerNature remainsneutralwith regard
to jurisdictional claims in published maps and institutional
affiliations.

K Necrotizing pancreatitis, microangiopathic hemolytic anemia and thrombocytopenia following the second. . .

https://doi.org/10.1111/jdv.18777
https://doi.org/10.1111/jdv.18777
https://doi.org/10.3389/fimmu.2022.1056153
https://doi.org/10.3389/fimmu.2022.1056153
https://doi.org/10.3389/fimmu.2022.1001366
https://doi.org/10.3389/fimmu.2022.1001366
https://doi.org/10.1016/S0140-6736(20)31310-6
https://doi.org/10.1016/S0140-6736(20)31310-6
https://doi.org/10.1097/MOG.0000000000000865
https://doi.org/10.1097/MOG.0000000000000865
https://doi.org/10.1007/s00213-014-3833-6
https://doi.org/10.1007/s00213-014-3833-6
https://doi.org/10.1177/0269881107081517
https://doi.org/10.1093/omcr/omz012
https://doi.org/10.1093/omcr/omz012
https://doi.org/10.1186/s12916-022-02310-7
https://doi.org/10.1186/s12916-022-02310-7
https://doi.org/10.3748/wjg.v28.i19.2034
https://doi.org/10.3748/wjg.v28.i19.2034
https://doi.org/10.1038/s41575-020-00389-y
https://doi.org/10.1038/s41575-020-00389-y
https://doi.org/10.1016/j.cmi.2022.07.002
https://doi.org/10.1159/000519461
https://doi.org/10.1159/000519461
https://doi.org/10.1053/j.ajkd.2022.07.012
https://doi.org/10.1007/s11239-019-01946-2
https://doi.org/10.1007/s11239-019-01946-2
https://doi.org/10.1016/j.transproceed.2020.10.048
https://doi.org/10.1016/j.transproceed.2020.10.048
https://doi.org/10.1002/art.41928

	Necrotizing pancreatitis, microangiopathic hemolytic anemia and thrombocytopenia following the second dose of Pfizer/BioNTech COVID-19 mRNA vaccine
	Summary
	Introduction
	Case report
	Discussion
	References


